Conclusion.-The results are presented of a clinical investigation of recurrent bucco-pharyngeal ulceration in adult patients.
Mr. R. D. Owen said these cases had been worrying him a great deal. Pappworth (1941) described this condition as"Cyclical mucosal ulceration", because of the association between the mouth and vaginal ulceration. He based the etiology of the syndrome on hormonic deficiencies. With regard to the symptoms, the intense pain that those people suffered from-was most striking-particularly when the ulcers were on the base of the tongue and in the pyriform fossa.
In Mr. Owen's opinion the best method to relieve those people of the pain was to apply light diathermy coagulation to the ulcerated area. 2 of his cases later developed complications. One had iridocyclitis leading to blindness, and another had pernicious anamia. REFERENCE PAPPWORTH, M. H. (1941) Brit. med. J., i, 271.
Mr. C. Hamblen-Thomas said that recently he had 2 interesting cases of deep ulceration with scarring at the angle of the mouth which healed regularly with potassium iodide but recurred. They were negative to all tests for syphilis.
He thought that this type of recurring deeper ulcer was of a different character from the painful superficial recurring ulcer of the buccal mucous membrane. No organisms can be grown from either ulcer. Painting the latter ulcer with silver nitrate solution eased the pain at once, but did not prevent others from occurring.
Miss Josephine Collier referred to a woman patient who had recurrent ulcers of the kind Mr. Harrison described which appeared in the course of a malignant granuloma of the nose. The ulcers in the mouth cleared up but appeared again with exacerbations of the granuloma. This ultimately proved fatal. Specimens had been shown to the Pathological Society and would be reported in greater detail later.
Mr. William McKenzie had had a patient who had precisely the same type of ulceration as Mr. Harrison had presented. He was transferred for treatment with vitamin B. Within a year he was dead with tuberculosis.
There was no sign of any active disease in the chest when he was first investigated. conditions which lead to much sub-health in adults. Biopsies in such swellings reveal the presence of dental streptococci in the submucosa. Such osteitis may derive from infection through or around any maxillary tooth: streptococci evoke cedema rather than pus, and suppuration is rare. Diagnosis is radiological. Fig. 1 shows pronounced cedema of the mucosa on the left antral floor, seen in contrast with the shadow of lipiodol. The homolateral central incisor had been devitalized, and was infected by a hkmolytic streptococcus. Fig. 2 shows disappearance of the swelling after removal of the incisor. Fig. 3 shows cedema of the mucosa over the first molar tooth, the health of which is suspect. Fig. 4 shows normal mucosa posteriorly with considerable swelling of that overlying the first molar, the bone about which shows infective absorption. The osteitis often persists even after edentulation, as may the antritis. Treatment is removal or at least decortication of all the cancellous bone, with antral exenteration in severe cases-a procedure which is well tolerated and is successful.
The Significance of Alveolar Osteitis in Rhinology

Section of Laryngology withI
Mr. Leslie Wright: Alveolar osteitis may be both inflammatory and infective. The disease spreads to adjacent structures such as the antral floor and mucosa.
Predetermination of size of the teeth was stated, and eight slides were shown illustrating: A. Reduction in size and power of the dental bones. B. The presence of rarefaction during alveolar process development. Fig. 1, aged 11 . C. Impaction and malocclusion. Alveolar inflammation early sets up a serous discharge into gingival spaces which are readily infected. To illustrate systemic effects several cases were described with slides. Among these strictly in line with Mr. Russell's subject, and descriptive of both adjacent disease and systemic effects, were:
A girl aged 15-piano player of great promise for over six years. Tremendouslv overweight to extent of greatly interfering with her playing. 9Section of Laryngology with Section of Otology Both these cases had all teeth extracted in upper jaw. This was followed by alveolectomy including antral floors, and polypoid mucosa attached thereto. Both were cured of all their symptoms, and there was no recurrence after two and twelve years respectively. I remember that in 1912 the subject of alveolar disease was under extensive bacteriological research in Dr. John Eyre's laboratories at Guy's. He it was who performed a lower jaw alveolectomy for biopsy in 1908. I followed this work closely, and for years did many cases with him. It will be understood that having had experience of some 3,700 cases since 1913, 1 do not consider that antibiotics are essential, though to-day they are invaluable. A complete alveolectomy with edentulation-or for the edentulous-with sinus surgery, is in no way a severe surgical procedure.
The A further case was that of Mrs. G. She had been in my care for over twenty years, with history of pneumothorax prior to that. There were no physical signs of pulmonary tuberculosis over all that time. Recurrent febrile attacks, especially in the winter.
Patient herself dreaded the loss of her teeth, yet the time came when serious general ill-health would have resulted by keeping them. Patient's physician and specialist both begged me not to remove more than one or two at a time; yet through my knowledge of the patient over years, this would have been psychologically a disaster. I removed fourteen teeth in all, plus alveolectomy. There was cedematous antral mucosa localized over one molar.
Five weeks later the patient's denture restoration was complete, and her health was satisfactory.
Since then there have been no further febrile attacks.
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Important features in the operative procedure were then described. It was made clear how the antral mucosa could respond to, or become infected by, every upper tooth.
Points of diagnosis were given, stress being laid upon hyperemia at and above the gum reflection line, and the danger of the presence of Vincent's organism in the gingival discharge.
Vaccine therapy was used considerably years ago. Unless surgical measures came first, in severe cases marked reaction followed, often with skin manifestations. After operation, these phenomena were much more rare. This might well be said of antibiotics to-day which occasionally produce an allergic state.
Mr. Gordon Ashcroft: Mr. Bedford Russell and Mr. Leslie Wright have stressed the fact that it is not always sufficient to extract infected teeth, that areas of infected alveolar bone or soft tissue may remain contained within the alveolar ridges following the extraction. We can be satisfied that complications from alveolar osteitis, be ihey systemic or ear, nose and throat, do occur. There is a weight of evidence in support. We must, however, keep a true perspective in this matter if we are to avoid a return to a period of mass extractions of teeth with minor deviations from the normal.
The possibility that the teeth may be the host and not the source of disease should be recognized, especially in rhinological disease. The prevention of retained areas of alveolar osteitis requires a general improvement in the surgical approach of the dentist and an improvement in his operating facilities.
A complete radiographic picture should be obtained. Pre-operative prophylactic measures, scaling of the teeth, interdental dressings, and stimulating massage, must be performed when possible. The extractions should be carried out under a selected antibiotic cover. Where an acute infection exists, the extractions are postponed until it has subsided. All areas of infection are removed with a curette or dental drill. Healing may be assisted by the use of one or more penicillin tablets, 15,000 i.u., placed within the cavity so formed. Where pyorrhoea exists a gingivectomy is executed at the time of the extractions together with the removal of the affected alveolar crestt The establishm6LUf a healthy clot is essential; without it, the supporting framework of newsocket bone does not form. The outer compact plate of bone is left unsupported and unprotected, to encounter infection and traumatic stresses, which result in progressive absorption. This can result from infection of the clot, excessive,mouth washing, and the use of a high adrenaline content in a local anesthetic.
Following the gingivectomy, the interdental septa are removed, then small V-shaped cuts are made in the outer compa&t plate, in the central, canine and third molar areas.
The outer compact plates are collapsed towards the lingual, the wedge cuts allowing for the narrowing of the arch. This provides a small blood clot, and two raw cut surfaces of mucous membrane, which can be sutured. Rapid sealing and healing of the sockets result, assisted by the undisturbed blood supply and the mucous membrane of the outer plate. Immediate dentures provide an additional protection, and an additional stimulus to bone regeneration, namely mastication. Post-operative attention is directed to oral hygiene. It is only by such a technique that we can provide an adequate surgical toilet and satisfactory protection to healing tissues, with a rapid return to normal habit of the patient.
